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A'recertification surviay was conducted from
Ocleber 30, 2007 thru November 2, 2007, The
survey was initiated using the full survey process.
A random sample of three cliants wag selected
from a client populatisn of five females with
varlous disabilities. hese ciients transitianed to
this group home in the latter part of Septermber
2007. The findings af the survey were based on
abservations, Intetviews with staff In the home
and at three day progrems, as weil as & review of
client and administralive records, ineluding
.| Incldent/investigation reports,
W 104 | 483.410()(1) GOVERNING BODY W 104
The governing body rust exercise general policy,
budget, and operating direction over the Tacility.
This STANDARD s riot met as evidenced by:
Based on the complainant observation, interviews
with staff, and the rev ew of records, the facility’s
govaming bedy failad to cangistently provide
operational direction cver the facility.
The findings include:
1. The govarning bauly falled to establish an
effective system 10 ensure that clients' legal
guardians wera fully Ir formed of the cllents’
medical conditlon, developmentatl and behavioral
status, attendant risks of treatment, tha right to
| rafuse treatment, and due process rights, {See
W124)
2. The governing bod/ failed to ensure that newly
hired staff demonstratad compatancy in ‘
implementation of Client #1 Behavior Support , :
ABGRATORY DIRBLTOR'S PR FROV) RISUPPLIER REPRESENTATIVES BIGNATURE TR 701\
: éﬂi; ___ drtf 12/3567
Y deficlency statemant ending with an gaterisk (*) denotes a deficiency which the institution may pe excused from corrocting providing it Is gem’mlned that
ther Is'.:afeguurde pProvide sufficient profection to the patlents. (See instructiona.) Excapt for nureing thamag, the flhdings atated above are disclasable 90 days
ANlowing the qate of survey whethar or nof a plan of correction ig provided. For nursing homes, the |above findings and plans of carrection are disclosable 14
2ys Tollowing the date these documaente e Mmade avaliable to the focility. if deficiencles are wited ian approved plea of corraction s 1equisig 10 continLed
rogram participation, ’ ’ 1
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483.,420(a)(2) PROTECTION OF CLIENTS
RIGHTS )

The facility must ensiure the rights of alf clients.
Therefore the facility must Inform each client,
parent (if the client 5 a minor), or lagal guardian,
af the client's medic:al condition, developmental
8nd behaviaral stalirs, attendant rsks of
reatment, and of the right to refuse treatment.

-‘f!'his STANDARD is not met as evidenced by:

Based on observaficn, interview and record
verification, the faclllly failed to ensure tha right of
£ach ciient or their legal guardian to be informed
ofthe client's medicul condition, develapmernial
and behavioral status, attendant risks of
treatment, and the rignt to refuse treatment for
two of four clients in the sample. (Client #1 and
Client #2) : .

The findings include:

1. Observation of the evening madication
administration on Qclubar 30, 2007 at
approximately 7:10 F M, revealed Cliant #1
received Revia 50 my, Haldol 8 mg, Bugpirone
HGL 10 mg, and Gabapentin 300 mg by mouth.
Interview with the nwsing staff on the same day
at approximataly 7:511 AM revealed that the
medications were pre:scribed for behavior

| STATEMENT OF DEFICIENCIES 041). PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMFLETED
; _ A. BUILDING
o o _ 09Goas 8 WING 11/02/2007
r——-— - v
NAME OF PROVIDER OR SUPPLIER STREET ADRRESS, CITY, STATE, ZIP CODE
TS : 027 E8TH STREET, NE
" : WASHINGTON, DC 20018
| SUMMARY STATEMENT QF DEFICIENCIES 3] PROVIDER'S PLAN OF CORREGTION (X5
Fﬁé@é& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cﬂ’/ll]"}\'-_ﬁzf'ﬂ“
TAG REQULATORY OR [4IC IDENTIFYING INFORMATION) TAG CROSS—REFERE:;&E% IERCY.'?’)E APPROPRIATE
- WAsE -
W 104 | Continued From page 1 W 104 Rm
. has inzured that the b in an asgocia
Pl an (BSp). [See W1 93] mﬂx been nddr:ue: ::\ur:i’dcnm; by the responses for W124,
P . ) W193, W49 and W153...11-300T;-
1 3. The governing bidy failed to implement it's
incldent manageme it policy on reporting
emergancy room Visits and/or admissions tmely
fo the Department of Health. [See W149 and
© | W1Ga3] ' S
W 124 W 124
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Mmanagement. Review of the ellent's physicians
orders dated Septambar 2007 on Qctober -
11/1/07 2007 at approximately 820 AM revealed
that medicalioris wer3 incorparated in a Behavior
Support Plan (BSP) clated 12/3/08, 10 address
behaviors agsociated with hitting self, hand blting,
nuse picking, stompiing, head banging/arms
swinging, hitting, face: slapping, skin picking, and
hugging to hard for t3a long. Interview with the
Qualified Mental Retardation Professional
(QMRP) on 11/2/07 at approximately 10:15 AM
revealed that Client #1 did not have m legal
guardian. Further intarview with the QMRP
revealed that Client #1's mother signed consents

for her medical proce dures, fhiowever, she expired
ar 10/18/07, The review of Client #1's
Psychological Assessment dated 12/1/06 o
111707 at approximarely 2:55 PM indicated that
the client was able to make indepandant

declsions covering her residentia) or placement,
treatment plan or financial affaire, There was no
documented evidence that the facility Informed
Client#1 ora legally = uthnrized reprezentative,
as approprigte, of the health benefits and rgks of
treatment associated with the use of her

psychotropic medications and cormespanding
BSP. Additionally, the facility falled to provide
evidence that substitied consent had been
obtained from a legally recugnized Individual or

entity.

28. Observation of the evening medication
admihistration an Octeber 30, 2007 at
Bpproximately 7:02 PN|, revealsd Client #2
recaived Lithium Oral Solution 450 mg, Risperdsl
4 mg, Tegretol 100 mg 3 tabs BID, any
Clomlpramine 100 mg by mouth. Intarview with
ihe nursing staff on the Same day at
approximately 7:68 AV revealed that the

gugndian
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W 124 | Continued From pagas 2 W 124 Aq guicabed by the surveyor, o mothar of o IT T ar——

h §0-18-07, Also rs indicatod by the survwc;, !h{.\ QMIU:
keted the Bocassaty PhpErwiLK 10 ESMDMSE i legs :
client #1, The QMRE will fellow up with the DDS

inu i ] MEF -
case eankger unt] the needed gmardinn it sbalned, The Q .
; monthly nates will reflect (he statud of follow up beginnisg with
the Deccmber 2007 summaty .., 1221507, .
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legal guardian. Further intervlew with the QMRP

medications were |rescribed for bghavior
managemant Review of the cliant's physlcians
orders dated Septe:mber 2007 on October
117107 2007 at approximately 10;34 AM
revesled that medisations were incorporated in a
Behavior Support Plan (BSP) dated 12/1/08, to
address behaviars associated with aggression,
self-injurlous behaviors, properly destructicon,
hitting, kicking, pushing paople, screaming,
throwing abjects, s sitling. and hyperactivity.
Interview with the Qualified Mental Retardation
Professional (QMRP) on 11/2/07 at approximataly
10:15 AM revealed that Client #2 did not have a

revegled that Clien: #2's sister was involved and
signed consents fo* her medical procedures,
however, she was not the legal guardian. The
review of Cliant #1's Psychological Assessment
dated 12/1/06 an 11/1/07 at approximately 3;11
PM indicated that the client was able to make
Independent declsians covering her residential or
placément, treatment plan or financial affaira,
There was no docurnented evidence that the
facility informed Client #2 or a legally authorized
representative, as sppropriate, of the health
benefits and risks cf treatment assaciatad with
the use of her psyeyotropic madications and
comesponding BSP. Additicnally, the facllity faileg
ta provide evidence that substituted consent had
been obtalned from a legally recognized Individual
or entity,

b. Interview with th: facility's Nursing Coordinator
and review of the r edical records on 11/1/07 at
approximately 10:50) AM revealed that Client #2
received Ativan 2 g for a Gyn appointment.
Further record revie w failed to evidence that

consent had been cbitained prior to the
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W 124

W 126

{ Theretorg,

Continued From page 4

administration of tha medication. Interview with
the Qualified Mentzl Retardation Professional
(QMRP) an 11/2/07 approximately 10:16 AM
revealad that Client #2's sister signed consents
fer medications anc medical progedures. Further
interview with the QMRP revealed that Human
Rights Commitiee (4RC) had appraved the use
of the sedallva medjcations prior to the
Implementation. .

483.420(:1)(4) PROTECTION OF CLIENTS
RIGHTS o

The facility muet ensure the rights of all clients,
the facllly must allow individual cllants
10 manage their financial affalrs and teach them
to tla 50 to the exterit of thelr eapabilities.

This STANDARD s not met as evidenced by:
Based on intarview :1nd record review, the facility
failed 1o ensyre the nlients* rightt to be 1aught to
Mmanage their financial affairs o the extent of their
capabilities for one ¢ f two clients In the sample,
(Clients #3)

The finding includes:

Interview with the Activities Coordinator (AC) at
the day program and review of the monthly
progress notes on 1(/20/07 at approximately
10:50 AM revesled thiat Client #3 had g mangy
Management objecti/e. The objective stated that
given varba| Prampts, the client wil] identify coins
(penny, nickel, dime, quarter, 50 cents up ta
$1.00) within 12 months,” The AG Indicated that
Client #3's went on stings and made purchases.

| Interview with QMRP oh 1 1/2/07, at 10:30 AM

revealed that Client #3 had financla] assessment

| The gient IPP reviewsad on 11/2/07 at

W 124

~

W 126 i

150 OMRP will ingute that contonts we signed prior lo sedation
sitiations once the wo new legat guaydians are estabifshed and for
aff gt_wvm in this home .. 12:30-07, |

M3 it systematically tracking the rsardianship and conseat atntus
for 1ix gutice census served, Over the Inst year, M'TS haa made
srcu uisides in reducing the number of individuals who have ne.
deciivn-making suppon: person, ‘Uhtas cffors will continue updl
cach Pe¥RON supprovied who necds dm:ision-mkingsuppm Jras an
SppropRale person fn plice .. 113007, |

FORM CMS-2587(02.95) Freviaus Versions Dr somere

Event ID; 7211

Faclity |D; 99G0aa

if contlhuation sheet Page 5 of 23




12/27/2007 14:15 FAX 2022448048

- DEPARTMENT OF HEALTH AND HUMAN SERVICES

' CENTERS FOR MEDICARE & MEDICAID SERVICES

MTS, Inc.
I

doo7
WLy

PRINTED: 11/16/2007

STATEMENT OF DEFICIENCIES (€1) FROVIDER/SUPPLIER/CLIA
ANO PLAN OF CORRECTION IDENTIRICATION NUWMBER:

! 09G09g

FORM APFROVED
. OMB NO. 0938-1301
(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
. WING 11/02/2007

NAME OOF FROVIDER NR QUPPLIER
MTS

fr———

STREET ADDRESS, CITY, STATE, ZIF CODE |
927 55TH $TREET, NE
WASHINGTON, DC 20019

(X2 1D SUMMARY STATHMENT OF DEFICIENGIES [Ts] FPROVIPER'S PLAN OF CORREGTION (x3)
PREFIX (EACH DEFICIENCY N UST RE FRECEDED BY FULL PREEIX {BACH CORRECTIVE AGTION SHOULD BE COWL':?] 10N
TAG REGULATORY OR LSC IDENTIREYING INFORMATION) TAG | \mmeCRUSE-REFERENLED TD THE APFROPRIATE CATE
w126 DEFICIENCY)
' : . A moRey mamagentnt objective will be added to the setive
W 126 | Centinued From page 5 W 128 {u\:ﬂmci{t tmixﬁ; mgir:ebrjl of clicat #3 and the QMRP will sssess
= . H 'the skilip of clisnt £3 prior o doveloping the program o jnsure that
approximately 9:18 AV did not include a money Ui program reflecs clicut 3°s sxisting skl vt and potena
management goal and there was no for prowib- The QMRP will ba agsisted by the Residencial
camprehensive money managemant assessment Madogps apd the QA Consvitant .. 124507,
that outlined Client #:'a skills and specific need in In addition, thiy consideration will he enviewed for all of th
i ! ivaduats sarved in vl ame Lo ips & Proper lraining i
this area. :.n:;,.:ﬂd:; 12.1?-37 fﬁs h« to st raint
W 130 483.420(a)(7) PROTECTION OF CLIENTS W 130; :
RIGHTS
The facility must ensyre the rights of all clients,
Therefore, the facility must énsurq privacy during
: treatment and care of personal neegs,

This STANDARD is not met as evidencad by:
Based on observation. interview, and racord
review, the facility failed to ensure the right to
privacy during treatment
Iwo of five clients included in the sample. (Client”
#1 and #3)

The findings include:

1. On 10/30/07 at 5:54 PM, Cliont #7 obgerved
lifing her shirt up expesing har bra and with her
pants unbutton while assisting her housemats
with setting the table for dinner. Further
observations revealsd one direct eare staff was in
the kitchen preparing ¢inner and the other direct-
care staff was in the basement with three ottymr
clients. Interview with “he direat care staff
revealed that Client #1 will expose harself by
taking off her cluthes when she becomes too hot,
At ho time did direct care staff sncouraga Client
#1 10 button her pants snd to keep her shirt down.

2. On 10/30/07 at approximsitely 7:00 PM, Glient
#3 Was obeerved sitting on the toilet while the
kathroom door was wide open, The toilet and
Client #3 were visible fram the kitchen and the

and personal needs, for |

RM CMB-2567(02.99) Previaua Verslohp Qbsglare Evant I0; 70211

.
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PREFIX

TAG
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W 130

‘W-149

| Section 3519,10.

| discharged on 1/6/07 with a diagnosls of

Continued Fram page 8

hallway. Interview with the direct care staff staff
ravaaled that the client needed reminders to close
the deer when she used the bathroom. The staff
waa aware thdt the door was open while Client #3
Used the bathroom. At ne time did staff remind
Client #3 © close the: door when informing them
that she was going to the bathreem, There was
no evidence that the direct care staff ensured the
cllent's privacy while using the bathroam.

483 .420(d)(1). STAFEF TREATMENT OF
OLIENTS

T;ha facility must dev slop and implement written
Pulicies and pracedures that prohibit
maistreatmant, neglact or abuse of the client.

This STANDARD is not met as evidenced by:;
Based on Interview and record review, the facility
filed to implement It s incident management
policy on reporting einergency room vislis and/or
admissions to other officials in accordance with
State Law (DC reguliition 22 DCMR Chapter 35

T!he findings inglude:

1. Revlew of unusual incident reports on
10/30/07 at approximately 1:07 PM revealed that
on 1/4/07, staff noted a change In the respiratory
sfatus of Client #1 with shortness of preath and
wheezing. Cllent #1 \wwas escorted to the
Frovidenca emergency ream for evaluation and
wWas subsequently admitted to the hospital.
Further review revealad that Client #1 was

hypokalemia. Additional record review of the

Incident revealed that the faclity had notified the
Department of Health (DOH) on 1/6/07 of the

W 130 '

the QMI¥ by..12-1547,

the faciliyy mansgrr)..12:15-07,

W 149

ﬁe ataff it} recetve further taining on privacy and dignity frem

T QMRT and facitity manager witll insure onsnirggfnllnw up viz
routing weekly absesvations of active tfeziment 24 puplemented by
the dirget cure. siaf€ (miniraum weekly by the QMEP, ti-weokly by

. ¢
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TAG REGULATORY OR L&:: IDENTFYING INFORMATION) TAG caosa-ﬁepenggggg éﬁ g% E APFROPRIATE OATE:
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W 148 | Cantinued From pag=7 W 149 ;:E;;mnmly g osen oaHlng TR Telo%
hospitalization, Inter/iew with the Qualifiad oo el cager, posidon, QA cousitlat, IMC and DOW.
Mental Retardation Professional (QMRP) on b the Decombes meing, e tean wil iusure al i roviavs he
11/2/07 ot approximslely 8:24 PM revealed that |- m,i".;“:;’ }:m in M';gt';;rl’:nmtpmmsses..-.li-mm-
all emergency room visits and hospital The residenlisl medager will reinforce during the fﬁfé‘;ﬁ;‘
admissions should bel forwarded to the state QMRY tepm mecting ““*;‘"m’é“a‘?’fh?: m’éﬂﬂ..ﬂmm that
agencies within 24 hcurs, Review of the Incident “‘?"mﬁeﬂ?‘:ﬁ J;’.;A’m December sinff meetings ... 12-
management policy an 10/31/07 at approximataly m A _ ' J
1:00 PM confirmed the QMRP statements for The IMC Il vois popics ofthe i verlficalion docaments iy
reporting emergency ‘aom visits, The facllity insute that MTS can verify wien docume oty wege achugily
failed to implement thair policy and procedure an foxed... 13407, '
reparting emergency room visits that leads to '
hospitalizatians.
2. Revlew of an incldent report dated 5/30/07
revealed that Client %/ had arrivad home from the
day program. The alie nt tripped over her sandale
and fell down on her k1ee while running through
the facllity. Direct care stgff tranaported Client #5
to Emargency Room ER far a swollen |aft knee.
The ¢llent was dischar Jed with on the same day
with a diagnosis of cartusion to the left knee.
| Purther review of the Incident report revealed that
the state agency (DOK) was notified of the
emergency mom visit o 6/4/07 five days later.
Interview with the QMF P reévealed that the
ihcident raport was forward to the faciily's
Inclient Management (>oordinater (IMC) who was
responsible for notifying the state agencies, There
was no documented evidence that the fBellity's
MC had forwarded the incident repart to DQOH as ‘ ;
required by policy. !
W 183 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS '
The facllity must ensure. that ai| allegations of
mistreatrent, heglect or abuse, as well as -
Injuries of unknown souree, are reported ' i
immediately to the administratof or to other ' ¥
aHficiale in acoordance vith State law through
& - Evant ID:74C211 % Facilly ID: 08Gab8 __ If continuation sheet Paga 8 of 23
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W 153 Continued From page 8 w153 W&
established procedurss. - Ser rpaponsd for W140 abve.

This STANDARD Is not met as evidenced by:
Based on interview  nd record review, the facility
failed o ensure all injuries of unknown source
and emergency foon: visits requiring the clients to
be-admitted were im nediately reparted fo the
administrator and to ather officials in accordance
with State Law (DC regutation 22 DCMR Chapter
35 Seotion 3519.10).

The finding 'mcluaes:

Review of an unusue! incident report dated
10/1/07 revealed tha: Client #5 was discoverad to
have a bruise on har right foot while shawering.
The client's foot was x-rayed and the resulfs were
negalive. ‘Further review of the incident repart
reveajed that the faciiity's IMC had forwarded the
incident report via fa>; to DOH on 10/12/07, There:
Was no documented svidence that the facliity's
IMC had forwarded the Incident repor} to DOH as

| redquired. ' _
W 159 483.430(a) QUALIFIED MENTAL W 154
RETARDATION PROFESSIONAL

Each cllent's active treatment program must be
integrated, soordinate:d and monitored by a -
qualified mental retardation professlonal.

This STANDARD s not met as evideheed by:
Based on observatior., staff interview and record
raview, the facility's' Gualifisd Ments] Retardation
Professlional (QMRP) falled 1o integrate,
coordinate and monitor its clients aclive treatment
programs. '

FORM CMS-2567(02-99) Previous Verslons Ot solete Event It 74C217 Facilily (D; 09GOS If continuation shest Page 9 af23
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W 188

Continued From page b
The findings include:

1. The feellity's QVRP falled to ensure that staft
demonstrated compatency in implementation of
Behavior Support P an (BSP), [Sae W193]

2. The QMRP falled to ensure that clients wers
pravided the opportunitlas for making choices as
part of their self-ma jagement, [See W247] ;

3. The QMRP failed to ensure that each client's
Individual Program 1°lan (IPP) objectives are
docurnentad consisiently and accurately, [See
W252]

4. The fecility's QM P failed to ensure that each
written training prog-am designed to implement
the objectives In the individual program plan (IPP)
made certain that the data collection system was
directly related to thi: outcome of the objective.
[See W237]

5. The QMRP failec to coordinate with the
Interdisgiplinary Team (IDT) to explore whether
Glient was & candidzite for dentures or a bridge to
addrees her missing front teeth as evidenced
below: '

bbservations candusted on 10/30/07 at
approximately 5:42 PM revesled Client #2

missing her front teeth. interview with the QMRP
on.11/2/07 et approximately 12:30 PM revealed
that she was unsure whather ar not Client #2 has’
been assessed for dantures or a bridge for her
missing front teeth. . The QOMRP directed the
SUVeyor to speak with the facility's Licensed
Practioal Nurse (LPN). Interview with the facility's
LPN an the same day at approximaigly 1:30 PM

w159

FORM CIMS-2567(02-90) Pravious Versians C baoleta . Evant iD:71C211
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W 159

W 188

i — e

.| Initial and continuing trziining that enables the
‘BMmployae to perform his or her duties effectively,

' | review, the faqility failec to ensure that each

Ccfmtlnued From page: 10

reyealed that Client #2 has never been assessad
for denturas or a bridje.

8. The facility's QMRP failed to enaura that
adaptive equipment identified as neaded by the
interdiscipinary team were furnished and
maintained. [See W4 36]

7. The QMRP failed {o ensure that Informed
consent were obtaine from family/legal
guardians for p ychat opic medications, sedation,

and the implementatic n of Behavior Support

Flans prior to their implementatior, [SeewWi124.. |, .,

and W2s3] -

8. The QMRP faiied i ensure 1o assess adaptive

behaviers and/or independent living skills. [See
W224]

10. The QMRP falled o ensure that cllents'
individual program plains (IPP) included training in
priyacy, [See W242] -

11. The QMRP failed v ensure that clients were
provided the opportuniies for continyous activa
treatment in accardanc e with the individual
program plans (IPPs) zind demanstrated needs.
[See W249]

483.430(6}(1) STAFF TRAINING PROGRAM

The facility must pravide each employee with

efficiantly, and competantly.

This STANDARD is not met as avidenced by
Basad on absarvation, interviaw and recard

Wig o
w 15g) V¥ A
1,2, 3 and £ —zes sponses for W193, ¥/247, W252 and W37,

5. The QMRAP will qoopdinike with wurslng to sehedule dicnt #2 R
tor apntal follow up 1o assess Lie possibility of a baidga:. 12.35. -
o . . '

- 6.7, 9, 10, and 11 - som responses far W36, W124, W263, w24,
. W242, angd W2,

W 1Bg|

'RM CMS-2007(02-09) Praviaws Versions Ohao ate Event D! 706211
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review of records, the facillty failed to enaurs that
newly hired staff demcnstrated competency in the
implementatian of Client #1 Behavior Support
Plan (BSP).

The finding includes:

Observations conducted on 10/30/07 at
|pproximately 5:26 PV revealed Client 21 hitting

MTS 927 33TH STREET, NE
‘ WASHINGTON, DC 20019
{X4) 1D SUMMARY STA TEMENT OF DEFICIENGIES i) FROVIDER'S PLAN OF GORRECTION ()
PREFIY, {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOLILD BE COMFLETION
TAG REGULATORY OR LUC [OENTIFYING INFQRMATIGN) - TAG CROSS-REFERENCED TO THE APPROPRIATH QAR
. DEFICIENGY)
| W 188 Continued From.page 11 W1 39" w189 :
' employes was pravided with initial and eontinuing ‘(e QMRP will insore that all sfaff tece} res furttier imiriog in
training that enablec the smployee to perform his privacy/dignity and unme rights genecally by ... 1215 .
or her dutu?s effectively, efficiently, and "Tie QMRP wil coordinale with paychalogy ko insure fufthes
compatantly, - watning i provided on the BSP of client #1 for new 4nd pid staff
and onthe behavior datn collection systetns ., 12-30-07.
The findings include K '
The OMEF and facility matager wilk b:avmw lthé ) ”io
s - ini P, bi-w ea iasnge
1. The facility falled to encure that staff éﬁﬁmmﬂ:ﬂm&”ﬁnmh (:hthrrq:‘ot ining
demonstrated the pristection of clients rights. whan qrross are aoted . 12-1-97. :
 [See W130] ' s
2. The facility falied to ensure that hewly hired
staff demonstrated vimpetency in the
implernentation of Cliant #1 Behavier Support
Plan (BSP). [See W 93]
3. The facitity failed 10 ensyura that staff had :
received effective training on docurnenting Glient | | . [
#1's targeted behavicrs an the Antecedent gl i
Behavior Consequence (ABC) Data Callection ! :
Sheats. [See W252) {
W 183 | 483, 430(s)(3) STAFF TRAINING PROGRAM W 193
Staff must be able to Jemonstrate the skills and
techniques necessary to administer Interventions i
lo-manage the inappropriate behavior of clients. ‘
This STANDARD s not met as evidenced by;
Based on ohservations, staff intarviews and the :

f

ORM CMS-2867(02-90) Previays Verslons Qbglate Event ID: TJC211
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EI’B Eﬁ“&r cannsc!%ou ) IDENTIFIGATION NUMBER; A BUILDING COMFILETE
; 09G098 B WiNG 11/02/2007
NAME OF PROVIDER OR SUFRLIER STREET ADDRESS, CITY, STATE, ZIF GODE
927 55TH STRERT, NE
MTs WASHINGTON, DG 20019 5
= ' ' FROVIDER'S 5L AN OF CORRECTION 0X8)
(X2 10 SUMMARY STATIZMENT OF DEFISENGIES 1 s ECTIVE ACTIQN SHOULD BE cg,w:gTE HON
1 MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE BATE
P&ng é%&‘%%iﬁ"é’é"& :[{DSENTIFY'ING (NFORMAJION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)
, : - (e —— |
W 193 | Continued From pag. 12 : W 183 o s 1he owly o ot emeatr
: ohe housemate on tt ¢ right shoulder three times Qz?yﬁﬁmﬁfﬂ‘;ﬁgﬁﬂ" el o
and aftempting to hit another housemate, Further The 3taff tember wlll recelve further leaining via psychology
observations revaaled that the direct care staff by...12—31?;07. A the et assber 5 0000 48 cere
prompied Client #1 to stop while standing It ahould be nated that “d mar: lr_n ques mﬂn r:c:v
between her and tha other housemate. interyiew | et on the ol o g the o allow & povson ek
with the direct care stalf at approximately 5:36 aix duys expesicnca w perform at 100% efticiency so 2oom, Purfscy
PM revealed that she had not bagn trained on the tining omglr;rrm is i::;mul, ;'xs%e-t[:t;d and a$ per th
- . i, a m L *fu '
.c"em? BEH‘EV(O}' Sup ;"-.:m Plans (BSP)' Further m:ﬁllsobznowd? Bx 18 Sutveyor mcuratsly indicated, that
interview with the starf fevealed that she had only the staff meambex responded appraprissely in QUempting io siop the
bagn working =t the Tacllity six (6) days. Review clian: from hining/urrming Ie pes... 5 1. 30-07,
of the BSP qated 12/- 08, revealed that the client
has targeted behaviors that Included hitting or
attempts to hit with infent to harm. Further review
revealed that when th: client shows stereotyped
behaviars, staff shoy(d implement the following
steps: ‘ _
3. Activaly engaged continuously
b. Redirsct €arly to ar. activity or a tagk she likes
C. Do not just tell her stop
d. Teach her o use hisr hands by giving
samething to holg, folc, place, drop, squeeze
& Radirect her with sunsory materials.
f. Praise for coaperation
Inferview with the Qualifieg Mental Retardation
Professiona| (QMRP) <0 11/2/07 at 1000 aM
acknowledged that the newly hirsd staff had not
eceived training an the clients BSP, Thare was
no evidence that staff cemonstrated competency
in implementation of ent#1's BSP, _
W 224 483.440(0)(3)(v) INDIVIDUAL PROGRAM PLAN W 224

The comprehensive fup ctional assessment must
include adaptive behaylars or independent living
skills necessary for the “ient to be able to
fuisctian in the commun:fy.
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RPREFIX
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W 224

W 2ar

Continued From puge 1.3

This STANDARD 5 nat met as evidenced by:
Based on interview and record review, the facility
fafled to assess adaptive behaviors and/ar
indapandent living skills, for one of the five cllents
in the sampie. (Cliant #3)

The finding includes:

The facility failed t¢ asess that Cllents #3 in the
area of money mar.agemaent. [See W126]

4B3.440(c)(5)(iv) INDIVIDUAL PROGRAM PLAN

Each written training program designed to
implement the objextives in the individual
program plan must specify the type of datg and
frequency of dmta ¢ oliectian necessary to be able
to aseess progress toward the desirad objectives.

This STANDARD s not et a5 evidenced by:
Based on record re:dew, the Tacility failed to
ensure that each wiitten training program
designad to implement 1e abjectives in the
individual pragram plan (IPP) specifiad the type of
data necessary to assess progress toward the
desired objective fo- one of three clients in the -
sample. (Client #1)

The findlng include:-

1.. Review of Client #1's Individual Frograms Plan
(IPP) and data colle >tion on 11/2/07 at
approximately 8:24 AM revealed the following
objectives: ‘

a. The client wilt sef the taile with a peeron 7/7
BESsions,

b. The will client express herself at the

W 224

W 237

IW?JA‘

i Seo responzs for W26

FORM CMS-2567(02-99) Frevious Versions (3bgolete . EventiD;7Jcz214
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The indlviduaj program plan must inelude, for
those cllents wha lack them, training in personal
skills essential for piivacy and Independence

| (heluding, but not limtted to, toilat training,

personal hygisne, dzantal hygiene, self-femding,
bathing, dressing, gr soming, and cammunication
of basic needs), untll it has been demonstrated
that the client is developmentally incapable of

-acquiring them.

This STANDARD is rot met as avidenced hy:
Based on observation, staff Interview and record
review, the facility failad to ensura that clients’
Individual pregram pi:ans (IPP) included training in
privacy for one of three clients included in the
sample, (Client #3)

The finding includes:

The fagliity. failed to ensure that Client #3's |pp
included training in privacy, [See W130)

MTS C WASHINGTON, DC 20019
{X4) ID SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEMCIENC Y MUSIT BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE ACTION SHOULD BE COMELETION
TAG REGULATORY OR 1.8¢ IDENTIEYING INFORMATION) TAG OROSS-REFERIINGED TO THE APPROFRIATE DATE
) DEFICIENGY)
W 237 | Continued From puge 14 W 237, W :
apprapriate time with physical assistance down to 'Thadgldugm;m cited hga will b& reviewec anﬂggdbhad:;hem |
- n o '
verbal prompts.on 4/5 trigls. Tching 4 colacton syt o e ahecives
. ‘ . by w150
According to the dz ta sheets, staffs’ documented In addition, MTS is in the process of providing its QMRPs wigh Y
2 (*) if the client completed the task and (-) ifthe selection of slandard guides for deveiaping programs thet ¢an be
client did nat complete tha tasks or refused, The opoed L et duslized progasms for cach pecson
data sheet ditf not reflect at what leve] of ' ' o
assistahce was being used. [t could hot be
determined how these goals were being
measured for progrsss. Interview with the
Qualified Mental Retardation Professional *
(QMRP) on 11/2/07 at approximately 11:65 PM
acknowledged that the currant data collection
system did not provide accurate measurement —
the client's progress, b won
W 242 | 4B3.440(c)(6)(iil) iN BDIVIDUAL. PROGRAM PLAN W 242

. St rasponsas for W130
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W 247

opporiunitias for client shoice and

483.440(c)(6)(vi) INIDIVIDUAL PROGRAM PLAN
The individual program plan must include

self-rnanagement,

This STANDARD is not met as svidenced by:
Based on observation and interview, the facility
falled to ensure that clients #1 and #2) were
provided the opportunities for making choices as
part of their selt-management.

The findings include:

1. Evening observarions was conducted on
10/30/07 at approxiriately 7:10 PM revealed the
Licensed Practical Nurse (LPN) preparing the
Client #1's water for medication administration,
The LPN was further observed to administer the
medications to the ¢ lent, Interview with the LPN
revealed that Client i#1 has a self~medications
that is implemented anly on the weekends.
Review of Client #1's: Individual Program Plans,
(IPP) dated 2/5/07 o1 11/2/07 at approximately
2:25 PM revealed "t e client will Independently
take her medications: five days a week for eight
consecutive session:; for 3 monhs, (Le, the
clients will a) get the water, b) go fo the nurse
when name Is called c) aceept the medications,
d) will take the rnedications, and d) drink the
water. Further reviewv reveslad that staff will
doctiment on the fac lity's dats shests five days a
week Monday thru Fiiday, There was no
evidence that the Clicnt #1 was afforded the

opportunity for choicr, self-management, or to
participate in her IPR regimen ta the extent of his
capsabiilties, .

2. Evening observations was conducted on

W 247
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10/30/07 at approximately 7:02 PM revealed the
Licensed Practlcal Nurse (LPN) preparing the
Client #2's water for medication administration.
The LPN was further observed to hold the pill cup
to the cllent's mouth. Interview with the LPN
revealad that Cllent #1 has a self-medications
that is Implementad only an the weeakends.
Review of Client #2's |ndjvidual Program Flans
(IPP) dated 12/8/06 on 11/2/07 at approximately
3711 PM revealad "the alient will independently
take her medications five days a week for elght
consecutive sessionis for 3 months, (i.e. the
cllents will a) get tha water, b) go ta the nurse
whern name is calle], o) accept the medications,
d) will take the modications, and d) arink the
water. Further review revealed that staff wili
dacument on the facility's data sheets five days a
week Monday thru Friday. There was no
svidence that the Client #2 was afforded the
oppartunity for choice, self-management, orto
participate in her PP regimen to the extent of his
capabilities.

483.440(d)(1) PROGRAM IMPLEMENTATION

As 500N B the Interdisciplinary team has
formulated a elient's Individual pragram plan,
each client must recuive a continuous active
Treatment program cansisting of neaded
interventions and seivices in sufficient number
and frequency to sup pert the achievement of the
o}b_,ectives Identifled In the Individual pragram
plan,

This STANDARD is 110t met as evidenced by:
Based on observatlor,, staff interviews and record
review, the facility faltad to ensure that clisnts
ware provided the opportunities for continuous

i W247 ‘

W 247 e I,}HN, fead RN and QMRP will coflzborate to jaguce that

! medicalion numses follow the 2e1f medication programs for the
individuals supporizd as perthe writen pragram

mandates .. .., o 12-15-07. . '
The QMRP and load RN will revicw the dasa ruutinely (minimum

i wu‘ikly? to insure (outine compliance .. 12-1-07.

W 249
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active treatment in ascordance with the individual
program plans (IPPs) and demonstrated needs
far clients #1 and #2 |

The findihgs include:

1. EVening abservatons was ¢onducted on
10/30/07 at approxin ately 7:10 PM revealed the
Licensed Practical N irse (LPN) preparing the
Client #1's water for medication administration. ‘
The LPN was further observed to administer the
medlcations to the client. Inietview with the LPN
revealed that Client #1 has & self-medlcations
that Is implernented anly on the weekends.
Review of Client #1's indjvidual Program Plans
(IPP) dated 2/5/07 or 11/2/07 at approximately
2:25 PM revealad "th 2 cllant will ndependeritly
take her medications five days a week for eight
vonseculive sessions far 3 months. (Le, the
cliants will a) get the water, b) go 1o the nurse
when narme is callad, ) aceept the medications,
d) will take the medications, and d} drink the
water, Further review revealed that staff will
document on the facility's data sheets five days 4
week Nighday thru Friday. There was no
evidence that the Client #1 was affordad the
apportunity for chaoica, self-imahagement, or tq
participate in her IPP regimen to the extent af hig
capabllities. ' '

2. Evening observations was conducted on
10/30/07 at approximutely 7:02 PM revealed the
Licensed Practical Nurse (LPN) preparing the
Client #2's water for madication administration.
The LPN was further abserved to hold the pill cup
to the client's mouth. Interview with the LPN
ravealed that Client # has a self-medications
thatis implementad onily on the weekends,
Review of Clierit #2's Individual Pragram Plarns

W 249
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(IPP) dated 12/8/08 on 11/2/07 at approximatsly
3:11 PM revealed “tha cliant will Indapendently
take her medications: five days a week for eight
cansecutive session:s for 3 months. (Le, tha
clients will 3) get the water, b) go to the nurse
when name is called, ¢) accept the madications,
d) wilt take the medications, and d) drink the
water. Further review revealed that staff will
document on the facility's data sheets five days a
week Monday thru Fiday. There was no
aviderice that the Cllant#2 was afforded
cantinuous oppertun ties for choice, -
self-management, a1 io participate in her IPP
regimen {o the exten: of his capabillties.
483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accmnplishmenn of the c¢riteria

specified in client Individual program pian
obfectivas must be dacumented In measurable
terms.

This STANDARD [s 0t met as avidencad by:
Based on observation, staff interview, and record
review, the facility falled to ensure that each
cllent's individual Program Plan (IPP) objectivas
are documented consistently and accurately for
one of three clients ir the sampla,(Client #1)

The finding includes:

Observatians conducted on 10/30/07 at
approximately 5:25 P revealed Client #1 hitting
one housemate on thz fight shoulder three times
and attempting to hit :another haugemate, Further
observations revealed the client banging her
head, storping, and :arm swinging. Review of

| Client #1 Behavior Support Plan (BSP) dated

W 249

W 252

waje

t
:
]
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12/3/08 on 11/1/07 :at approximately 2:52 PM
revealad that staff vwas to record terget behaviors
on the Antecedent Biehavior Consequence (ABC)
charts, On 11/2/07 at approximetely 8:24 AM the
review of the data crart revealed that Client #1
had behaviors of laying on the floor and hitting her
head, Further review of the data collection shects
did nat reflect Cllen! #1 stomplng, arm swinglng,
and hitting others w:as observed on 10/30/07.
There was no svidece that the data had baen
collected In accordance with the BSP for Client
#1, which was necessary for a functlona)
assessment of the ¢lient's progress.
W 263 483,440(1)(3)(i)) PROGRAM MONITORING &
CHANGE

The committee shoLld insure that these programa
are conducted only with the written Informed
consent of the alient parents (if the client Is a
minar) or legal guardiian,

This STANDARD is not met as evidenced by:
Based on interview znd record review, the
facility's spacialiysconstituted com mittee (Human
Rights Committes) f:illed to ensure that restrictive
Programs were usad only with written consents,
for two of three clien!s includsd in the sgmple.
(Client #1 and #2 )

The findings Includes:

The facility's human ights committes failed to
enzure that Informed consent had been obtalned
for the use of Client #1's and #2's Behavior
Support Plan (BSF) in conjunction with the use of
_Préscribed psychofropic medications as
evidenced below;

The QMRE will enordiuate with psychology 1o insute: thee statf
recelves furtiier trainiag on the BSPx and data collection ... 1230
;0. _ )

Tho OMRP wild review daa collection at minimum weckly and
Obgerve active treatment implomentation af siriizin weokly o
‘iosunerouline compliance .., 12-1-07. )

W 263
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1. There was no evidence that written consant -
had been obtained for Client#1's Behavior
Support Plan (BSP), ‘or the use of the prescribed
psychotrapic medicaiions. Interview with
Quaiified Mental Retirdation Professlonal
(QMRP) on 11/2/07 2t approximately 10:16 PM
revealed that Cllent @1 did not have written
informeéd consent sig 1ed by a guardian or any
oifier person identified as rasponsible at the ime
of the survey; howevier, the QMRF submitted
paper to obtain guare ianship for the client. [See
W124]

2, There was no evidence that written consent
had been obtained faor Cllent #2's Behavior
Support Plan (BSP), ‘or the use of prescribed
psychotropic medications, and sedatlon prior to

- medical appointments. Interview with the

Qualified Mental Retardation Professional
(QMRP) on'11/2/07 :at approximately 10:85 PM

-ravealed that Client#2's sister signed consents

for treatment. [See Vv124]
483,480(g)(2) COMP REHENSIVE DENTAL
TREATMENT

The facility must ensiire comprebeansive dental
tragtment services that include dental care
needed for ralief of pain and infections,
restoration of teeth, end maintenance of denta|

heaith, _ .

This STANDARD is not met as evidenced by:
Based on observations, interview, and record .
review, the facllity failad to ensure comprehensive
treetment services o the maintenance of dental
health for one of threw clients In the sample.
(Client £3)

W 263| w3 | T
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"] Cliant #3 appeared to have

.| plaque and discoloration around her tpeth, % RIS
"] Review of Client #3's medical records on 1 LA 74N R

" | at approximately 1:48 PM revealed an inital . '

" | dental consult dated 6/11/07. According to the ce e
" .| consuit, the dentist recommended patient scaling {-- .

;.| noted that Cilent #1
- | from foster care on 212207,

'+ | and teach cllents to use and to make informed
* .| Ghoices about the use
| hearing and other communications aids, braces,
| @nd ather devices icentified by the :
" | inberdisciplinary teagn

| 3he’Will submit prewauthorization to Medicaid for -
. | Bpproval” Interview with the Qualifind Méntal
+ | Retardation Professional (QMRP) and facility's .
- | Licensed Practical L
.| @bproximately 1:16 PM confirmed that Client #3 .
o saw‘th& dentist on 6/11/07 o]
"] scaling. The QMRP revealad that the facility was
- 8till walting for appiovai for dental services '
| (Sealing), At the tine of the survay, the faclitty
-+ | falled fo provide evidence that Client #3 receivad
.| imely dental services. There wag also no (.
+. .| evidence of the faclity’s efforts to agsjst with the |

.} This STANDAKD
~ | Based on observatio ne, interview and racord

Continued From page 21 _
The finding includes;

~ | Observations conducted at the day progiam on-” |

10/31/07 at approximately 10:18 AM revealed

a heavy build up

due heavy caleuius deposits, and indicated

Nurse (LPN) on 11/2/07 at

#nd recommended

obtainmantof the pi e-authorization; It should ba
trangitioned to this provider

483.470(g)(2) SPACE AND EQUIPMENT

The facility must futnish, maintain in good repair,

of dentures, eyeglasses,

as needed by the client.

15 ot mat ab evidenced by: -

W 35

"W 436

The GMRP will mmmmh

~{ Tollow up is scheduled tor cticat #5 by .., 12-30-07.

It shioubd be notad that althomgh the OMRE nates do mot reflect the
effoi, £foris huve been mude o ublaln the prlor suthorization
weeded. This {5 & gystem-wide problem that cauites delays iy donial
treatmente for many individuals in our BUppOIt Aystern, MTS will

syslessifix for \his problim ... 12107,

| Tee iy QMRP notce will reflecd the statue of follow wp
-begluafng with thic Decamber 2007 g, 12-15-07,

.
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review, the facility failed to ensure that clients ’ | Tha QMRP wilt coordinate with nursing #nd Ve PT ko inguge (hat
were provided wih necessary adaptive equipment Row s 91 wnkic orthosls Is orersd for client #1 by... 12-15-07.

: for ong of thraa clients included in the sample. :

; (Client #1) :

The finding inclucles:

1. Review of Client #1's Indivigual Support Plan
(ISP) dated 2/5/07 on 11H/07 at approximately
2:25 PM revealec £ Physical Therapist
Assessment (PT) dated 1/8/07. According to the
PT assessmen!, il was recommended that Client
#1 obtain "dynamic ankle foot orthosis for both
feet to improve toe clearance.” Interview with the
tacilily's Licensed Fracticai Nurse (LPN) on R
11/2/07 at approximataly 12:00 PM revealed that e
the facility had purchased the orthosis but it was
loet during the clior ('s fransfer to the new
residence on 9/27/07. Intérview with the Qualified
Mental Retardaticn Professjonal (QMRP) on the
same day at appr ydmately 12:45 PM confitmed
the facility's LPN itatement, At the me of the
survey, therg Was ro evidence that the client had
raceived the ankin foot orthosis as recommended
in the 1SP.
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